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Abstract 
This study investigates the relationship between eight predictor factors and members' 
overall cost/benefit assessments arid degree of participation in multi-sector consortia. 
Comprised of academic, public health practice, and community members, seven consortia 
were funded in 1992 by the W. K. Kellogg Foundation to build "new models of public 
health." Follow-up analyses on a 1994 survey on the Community-Based Public Health 
initiative finds that members' overall cost/benefit assessments were minimally correlated 
with participation indices .. Separate multiple regression analyses showed that the 
"personal development" factor was the best predictor of a positive cost/benefit 
assessment, but "employment support" was the best predictor for high participation. 
Some variations were found between cons01tium members representing the different 
sectors. Implications of this study for leaders and funders of collaborative efforts are 
offered. 
Introduction 
Predicting Cost/ Benefit Assessments and Participation 
in Multi-Sector Consortia in Public Health 
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Like other large, multi-site initiatives that use a coalition approach to address issues in 
public health, the W. K. Kellogg Community-Based Public Health initiative has come to 
understand that membership in multi-sector, multi-purpose groups involves costs as well 
as benefits. Broadly defined, costs and benefits accrue both to the individual members 
who serve on the coalition, and to the organizations and groups who comprise the 
coalition. Individual costs include such things as demands on one's time, loss of 
autonomy in shared decision making, frustration with unclear goals or leadership, and 
conflict with other members. Individual benefits include such things as the satisfaction of 
working towards a cherished goal, acquiring new knowledge or skills, and the social 
gains of networking and new friendships. [See Chinman (1995), Butterfoss, et al. 
( 1993 ), and Prestby, et al. ( 1990) for summaries of the cost/benefit literature.] 
Organizational costs include investment of resources, turf wars, and the additional time it 
takes to work collaboratively with multiple agencies or constituencies. Organizational 
benefits to include enhanced political capital, new avenues for funding, and the 
opportunity to further an organizational mission or goal. [In addition to the citations 
above, see Rogers, et al. (19,93) and Knoke (1988).] 
In that participation in a coalition is likely to bring a mixture of costs and benefits, 
the overall assessment that members (and organizations) make of their involvement is 
very important. Considerable research has been devoted to understanding how members 
experience participation (e.g., Wandersman and Alderman, 1993), the degree to which 
benefits are associated with increased participation (e.g., Prestby, et al., 1990), and 
differences between individuals and groups in terms of incentives for involvement (e.g., 
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Wandersman, et al., 1987; Knoke, 1988; Norton, et al., 1993). Both social exchange 
theory and political economy theory suggest that people will not continue to participate in · 
groups if the costs exceed the benefits (Prestby, et al., 1990). Groups that are unable to 
maintain a positive cost/benefit ratio for its partners appear to be at risk for member 
attrition and eventual extinction (Roberts-DeGennaro, 1986). 
For this reason, coalition leaders and funders (along with evaluators and 
researchers) have wanted to better understand the factors which influence members' 
cost/benefit assessments and levels of participation. Such knowledge is critical, 
considering the investments which have already been made in several national initiatives 
and the current funding trend which favors coalitions or partnerships as a way to solve 
complex social problems. Questions about how partners perceived the costs and benefits 
of involvement in community-based public health consortia led to the study reported 
here. The authors include the primary investigator and other members of the national 
evaluation team funded by the Kellogg Foundation to study the initiative. 
The Community-Based Public Health Initiative. 
The Community-Based Public Health (CBPH) initiative began in 1992 in seven states 
after a year-long program in leadership and model development. Each grantee received a 
commitment of approximately two million dollars over a four-year period. Built into the 
funding design was the mandate that pa11ners from at least three different sectors (i.e., 
academe, practice, and community) create a consortium and work together to develop 
new models of public health. Thus, conso1tia include partners from schools of public 
health and other academic units; pa1tners from county or local public health agencies; and 
partners from community-based organizations representing underserved neighborhoods 
or regions. 
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Each grantee faced the challenge of building a common vision of a "new public 
health" and implementing activities related to the training, research, and practice of 
public health in conjunction with a specific community. In so doing, each grantee needed 
to create an operating structure. This meant addressing issues of leadership, governance, 
budget allocation, and staffing. CBPH consortia range in size, but most have around 40 
active members (excluding staff) and are governed by a steering committee with up to 20 
representatives. Consortia are complex in that many are themselves umbrella 
organizations comprising multiple sites, coalitions, or other significant partnerships. 
The Cost/Benefit Survey. 
In 1994, as the second year of the CBPH was coming to a close, the national evaluation 
team conducted a survey (Schmitz and Schomaker, 1994). All 288 CBPH members 
received an eight-page questionnaire on the costs and benefits of participating in their 
consortium; 219 members (76%) responded. The initial goals of this survey were to: (1) 
compare the reported costs and benefits across the three constituency groups (academe, 
practice, and community) and to (2) assess group morale across the initiative. Through 
preliminary descriptive analyses we learned that perceptions of costs and benefits did in 
fact vary by constituency group, with community members generally citing more benefits 
and fewer costs than either public health practice or academic partners. We also learned 
that costs and benefits vatied considerably by consortium, although the overall 
cost/benefit assessments made by the CBPH membership were positive (i .e., 74% said 
benefits exceeded costs). 
Of interest in this present inquiry is the extent to which members' overall 
cost/benefit assessments, and their levels of participation in consortium work, can be 
predicted by factors explored in the survey. Specifically, the three study questions are: 
l. Can members' overall cost/benefit assessments be predicted by their reported 
mate1ial, personal, social, and political costs and benefits and goal related 
activity? 
2. Can members' levels of participation be predicted by their reported material, 
personal, social, and political costs and benefits and goal related activity? 
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3. Do the identified factors predict equally well for the academic, practice, and 
community sectors? Or, do the models of prediction (for participation and overall 
cost/benefi,t assessment) fit certain sectors better than others? 
While both logic and previous research support the supposition that satisfaction 
(i.e., a positive cost/benefit experience or assessment) is correlated with participation, we 
felt it important to explore the two outcomes separately. This is because of the potential 
for material resources to differentially influence participation in, and satisfaction with the 
CBPH. To date, several authors have reported little to no effect of material factors on 
participation in collective action groups (e.g., Knoke, 1988). This may well be a moot 
point in voluntary associations that have few material resources to share. One important 
feature that distinguishes CBPH consortia from most of the voluntary organizations 
studied in the cost/benefit literature is that grant funding inspired the formation of the 
consortia and required the marriage of explicit partners. Resources make participation 
possible for a large proportion of the members: in fact, 41 % of the respondents (50% of 
the community-based members) said their continued involvement in CBPH depended on 
external funding. The effect of resources has not been all positive, however; "conflict 
over resources" was reported by 14% to 43% of the respondents from each consortium. 
Because of these circumst~ces, we investigated separate models of prediction for 
cost/benefit assessments and pa1ticipation. 
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The survey items were based in part on constructs first aiticulated by P. B. Clark 
and J. Q. Wilson (1961) in their typology of incentive systems and their effect on 
organizational behavior. In this typology, incentives are grouped in three categories: 
Material: Refers to tangible rewards (e.g., salary, wages, fringe benefits) or other 
material impacts that can be translated into monetary value (increased 
property values, child care, food stamps). 
Solidary: Refers to intangible rewards related to social interactions (e.g., 
congeniality, group identification, positive peer recognition). 
Purposive: Refers also to intangible rewards related to supra personal goals of the 
organization (e.g., improving the community, changing certain laws or 
practices). 
In this survey, survey items were written to explore costs as well as benefits relative to 
the three categories above. The categories, however, were renamed and expanded into 
the following: 
Material Costs and Benefits (e.g., salary, stipend, release time, suppo11 staff, 
equipment; unreimbursed expenses) 
Personal Development Benefits (e.g., access to training, new opportunities in 
leadership, new knowledge, job promotion) 
Potential Conflicts (e.g., with other consortium members over goals, resources, 
philosophy, etc., and with people outside the consortium, such as bosses and other 
community groups) 
Social and Political Costs and Beqefits (e.g., positive peer recognition, ftiendships, 
networking opportunities, suppo11 from leaders; exclusion from policy arenas, 
isolation from peers) 
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Goal Attainment (e.g., the amount of activity which members reported on in desired 
CBPH goal areas, such as building. community capacity, delivering health 
services, policy change, developing new courses, or conducting community-based 
research) 
Mid-Project Assessment of CBPH (e.g., perceptions of how well partners are 
working together, the viability of the consortium structure, clarity of goals) 
Methods 
Survey items were drafted and previewed by project evaluators working locally with the 
seven consortia. Lists of respondents were also reviewed by project evaluators to clarify 
and confirm member status. All previous and cmTent members with usable addresses 
were sent a questionnaire to complete anonymously. Data were collected by the 
Minnesota Center for Survey Research (MCSR) using a standard three-wave process 
involving cover letters, reminder postcards, and a second copy of the instrument. Trained 
editors/coders were used to review the data and prepare it for data entry. A commercial 
data entry film entered the data and examined it for errors. The initial descriptive 
statistics were prepared by MCRS. Follow-up statistical analyses were performed by 
Professional Data Analysts in conjunction witl). the authors. 
Assessing Reliability and Validity. Factor analysis was used to demonstrate that 
the rationally created items represent the original constructs and could be empirically 
extracted from the survey data. Thus, a correlation matrix representing the pairwise 
relationships among items was factored to demonstrate the convergence and divergence 
of items into independent scale constructs, and also to replicate the original dimensions of 
the survey. In using Varimax rotation, eight factors were derived (see Table 1) and used 
as independent variables in subsequent multiple regression equations. The factors 
I 
reproduced the original dimensions of the questionnaire with some slight changes in 
categorization, and produced one new factor, which we labeled "exclusion." 
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Next, Cronbach's Alpha coefficients were calculated to assess the internal 
consistency of the factor scales. The results (see Table 1) indicate that each factor scale 
is highly reliable and homogeneous. Both the 01iginal questionnaire dimensions and the 
factor analytic derived scales had high reliability; however, we concluded that the factor 
scale provided more robust predictions in the regression models and more meaningful 
groupings of survey items. Therefore, the factor derived scales were used in the 
subsequent analyses. 
We then examined the potential outcome vruiables. A single summary item was 
used to measure a respondent's overall cost/benefit assessment. This item asked, 
"Overall, how would you rate the benefits of belonging to your CBPH consoi1tum ?" The 
five-point response option scale had a low of "many more costs than benefits" and a high 
of" many more benefits than costs." To measure level of participation, all relevant items 
were submitted to a factor analysis which produced a "participation" scale composed of 
five items (see Table 2). This scale was found to be highly reliable and homogeneous. 
To determine whether the survey discriminated between consortia in meaningful 
ways, the seven consortia were compared individually using ANOV A techniques on the 
eight factors. Although five factor scales showed statistically significant differences 
among consortia, no clear patterns emerged to inform us about how consortia were 
distinguished from each other. Because no clear pattern emerged using univariate 
methods, cluster analysis procedures were used to help determine if more complex 
relationships could be discerned. 
A hierarchical cluster analysis was performed for the purpose of grouping 
consortia based on their similarities and differences on the eight predictor scales. A 
distance coefficient was calculated that indicated how different each consortium was 
from each other group on the predictor scales. A mauix of squared distances was 
p.10 
calculated for each pair of consortia, b~sed on their factor scores. The hierarchical 
clustering was performed using several different clustering algorithms that group the 
most similar consortia first, and then continue grouping the less similar consortia later on 
in the process. As Table 3 shows, consortia #5 and #6 were very similar and formed a 
cluster very early on. The other consortia were distinctly different from these two, 
although not consistently alike with each other. 
The cluster analysis procedure was repeated with the inclusion of the two 
outcome variables, with the same results: consortia #5 and #6 clustered very early on in 
the procedure. Subsequent t-tests between these two consortia (forming one group) and 
the other five (forming a second group) on the eight predictor variables revealed 
significant differences in two factors: internal conflict and mid-project assessment. 
Consortia #5 and #6 (subsequently labeled the "high morale" group) reported 
significantly lower levels of internal conflict and higher mid-project assessments than the 
other five consortia. Additional t-tests between the high morale group and the other 
consortia on the outcome variables also revealed a significant difference on overall 
cost/benefit assessments (t = 1.95, df = 175, p = .026, 1-tailed). The high morale 
consortia voiced significantly more positive assessments than the other consortia. 
The cluster analysis accomplished two things: it supported the validity of the 
instrument, in that it distinguished differences between consortia that the evaluation team 
had observed on site visits, and it provided us with a way to measure the potential effect 
that being a member of a high morale group has on an individual member's participation 
levels and overall cost/benefit assessments. 
Assessing the relationship between predictor and outcomes variables. To assess 
the relationship between the eight predictor variables and the two outcome variables, 
separate multiple linear regression analyses were run for the entire respondent group (see 
Tables 4 and 5). A hierarchical stepwise procedure was invoked so that all eight 
predictor variables could be tested for inclusion in the model, foUowed by the ''high 
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morale group" variable. In this way, the model could help determine whether being a 
member of a high morale group in and of itself contributed to the prediction of 
cost/benefit assessment or participation, after all other variables were taken into account. 
This process was then repeated for each of the three sectors of academe, public health 
practice, and community (see Tables 6 and 7). Regression analyses were run for each 
sector in order to better understand their differences, and the ability of the model to fit 
each sector. 
Results 
The multiple colTelation for overall cost/benefit assessment was 0.71 (R-squared = 0.50), 
indicating that half of the variability in this outcome could be accounted for by the 
variables in the model. Seven of the eight predictor va1iables were selected, with 
personal development, internal conflict, and mid-project assessment by themselves 
accounting for nearly 40% of the variance. The high morale group variable made a small, 
but statistically significant contribution, but its direction was unexpectedly negative. 
[Note: We believe this is an artifact stemming from the high morale group variable being 
added last in the hierachical, two-step procedure. As reported earlier, the pairwise 
correlation between the group variable and overall assessment was positive; i.e., the high 
morale group cited higher benefit-to-cost assessments.] The results indicate that 
members' overall cost/benefit assessments will be high if they feel that involvement leads 
to personal and professional growth; involves little internal conflict; and if they think that 
t~e project is basically heading in the tight direction and represents an appropriate way to 
work on public health problems. Their assessments will increase even more if they do 
not feel excluded from policy arenas or isolated due to their involvement, and can spend 
significant time working on valued organizational goals. Low ( or no) conflict with 
external individuals and groups and having some employment support also add small 
increments to the prediction of overall cost/benefit assessment. 
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The multiple con-elation for participation was even larger (R = 0.80, R-squared = 
0.63), indicating that more than half the variance in respondents' levels of participation 
was accounted for by four of the eight predictor variables. In contrast to the prediction 
model for overall cost/benefit assessment, employment support and other material 
benefits played an important role. Along with personal development, employment and 
material support accounted for nearly 60% of the variance in members' participation 
levels. Low internal conflict and being in a high morale group also made statistically 
significant, but very small increments in prediction. These results indicate that members 
who spend more time working on the CBPH experience a greater amount of employment 
support, personal and professional development opportunities, and types of material 
benefits than those members who spend less time on the CBPH. 
As Tables 6 and 7 indicate, there are some differences between the sectors and in 
the amount of variance accounted for by the models. Although the multiple regression 
coefficients were all high, the cost/benefit assessment model fit the academic sector 
(R = 0.79) s·omewhat better than the community (R = 0.68) and public health practice 
(R = 0.66) sectors. The relative importance of the factors also varied; internal conflict 
was the best predictor of overall cost/benefit assessments for community members, while 
personal development was the best predictor for academic and public health practice 
members. In predicting participation levels, the situation was reversed. The model fit the 
community (R = .85) and public health practice members (R = 0.86) better than the 
academic members (R = 0.68). On one point, however, all three sectors agreed: 
employment support was the best predictor of participation. 
To determine the degree of association between overall cost/benefits assessments 
and participation level in CBPH consortia, a simple t-test between these two factors was 
conducted. The result: participation was only minimally correlated with overall 
cost/benefit assessments (r = .15, p = .032). 
Discussion 
p. 13 
The results of this study suggest strongly that positive assessments of consortium 
.involvement can be predicted from factors related to material, solidary, and purposive 
costs and benefits. In predicting overall assessments, the personal development factor 
accounted for the greatest amount of valiance for the membership as a whole, and for 
public health practice and academic members especially. This factor includes items 
concerned with such things as new friendships, networking opportunities, positive 
recognition, and support from leaders/mentors -- benefits that are consonant with the 
solidary category proposed in Clark and Wilson's typology. The personal development 
factor also included items relating to tangible rewards that could be translated into 
monetary value, such as speaking engagements, enhanced ability to bring in grant money, 
and consulting work (see Table 1). Thus, while the employment and material support 
factors contributed little or nothing to the prediction of cost/benefit assessments, they 
were useful (along with other personal gains) in predicting satisfaction for CBPH 
members overall, and for public health practice and academic members especially. 
The second most influential factor, internal conflict, also concerns the solidary 
realm of social interactions -- but this time as a cost. Extent of internal conflict was the 
most important factor in predicting community members' overall cost/benefit 
assessments. Mid-project assessment was also an important predictor for members 
generally; this factor combines items relating to social interactions ("working in parallel, 
rather than in collaboration"; "other paitners provide support") and the sense that the 
consmtium is capable of meeting organizational goals (''not clear on goals"; "is headed in 
the right direction"; "a conso1tium is the correct CBPH model 11 ). The capability of an 
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organization to meet its goals, or the likelihood that it will meet important goals, relates to 
Clark and Wilson's purposive category of incentives. Remaining factors that entered the 
model (exclusion and goal attainment activities) relate once again to solidary and 
purposive categories. 
The results of the study also suggest that levels of participation in CBPH consortia 
can be predicted from factors related primarily to material and solidary factors. 
Purposive factors (i.e., mid-project assessment and goal attainment activities) did not 
influence the prediction of involvement for the CBPH membership as a whole, and 
played only a small role in explaining variance for public health practitioners. Clearly, 
employment and other material benefits influence participation levels in the CBPH. 
Thus, while the amount of money available to consortia seemed small, it was a very 
important factor in enabling members to spend time working on the CBPH. 
The results suggest that somewhat different factors influence member satisfaction 
and involvement in these multi-sector, multi-purpose consortia. While constituent groups 
are alike in some regards (i.e., participation is best predicted for all three groups by 
employment support), they are different in others (i.e., internal conflict appears to affect 
community members' overall cost/benefit assessments significantly, and to affect public 
health practice members' assessments not at all). The prediction models for overall 
assessment fit academic members best, accounting for 62% of the variance; it fit 
community and public health practice constituencies less well by compalison. 
Conversely, the prediction models for participation fit community and public health 
· members very well, accounting for over 70% of the variance, but fit academic members 
less well by comparison. This lends support to the principle that good coalition 
management needs to create an incentive management systems that takes into account 
different constituency needs and motivators (Wandersman, 1993). 
Interestingly, membership in a high morale group had little explanatory power in 
our analyses. Although one expects the positive synergy of a coalition to create an added 
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factor, or to inflate the positive perceptions of individual members, the "group effect" was 
minor (once other factors are known). It is possible, however, that the mid-project 
assessment factor registered some of the group effect, because it contained individuals' 
perceptions of the consortium's degree of collaboration and capacity to meet goals. 
Implications for Funders, Coalition Leaders, and Future Research. First, it 
should be recognized that funding and ongoing support for these groups is critical, 1f they 
are to endure. Expectations for in-kind contributions must be balanced with the 
awareness that an individual's ability to spend time in coalition work is directly related to 
organizational sanctions which allow it, and these (in turn) may depend upon the 
availability of funds. This is especially true in institutions like academe and public health 
agencies which ( contrary to some popular conceptions) are not resource rich but resource 
constrained, in terms of discretionary dollars. 
Second, it should be recognized that altruism and shared mission and goals are 
undoubtedly powerful forces that drive people to engage in coalition work. 
Notwithstanding this, it is unrealistic of coalition members to expect substantial time 
involvement from their partners without strong personal rewards (including mate1ial 
benefits), especially in the face of declining resources. All sectors are dependent on 
income: this is not just "an academic problem" or a "community problem." In the 
CBPH, this recognition may lead to a different, and more pragmatic approach to resource 
allocation for the purpose of increasing or maintaining participation. 
After all is said and done, the greatest lever or incentive for satisfaction in a 
collaborative effort lies in the personal development area, which subsumes social and 
political benefits of involvement as well as the more personal gains in knowledge or 
career advancement. This means it would be worth every leader's time to understand just 
what personal benefits members want to gain from their participation. For some, this 
means social interaction and networking; for others it means more targeted career 
enhancements; for other it means increased learning opportunities. At the same time, 
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reducing internal conflict, isolation, and exclusion is important, especially to increase or 
maintain community involvement. 
Lastly, future researchers and evaluators should note that participation may not be 
as closely associated with satisfaction or a positive cost/benefit assessment as was 
previously suspected, especially in coalitions that are grant initiated or grant dependent. 
Although logic suggests that satisfaction and participation are related, coalition members 
who work in organizations may not have ~ontrol over their time, and circumstances other 
than satisfaction may influence participation. Thus, future investigations may need to 
differentiate between these two outcomes and study the incentives which influence them 
separately. 
At the end of Year 4 (spring, 1996), the evaluation team will repeat this survey to 
better understand how the perceptions of costs and benefits change over time. Perhaps 
the variations and influences reported here will shift as the initiative moves from the late 
formative stage to the late summative -- and post initiative phase. 
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Table 1 
Reliability of Eight Predictor Variables and Factor Loadings for Related Items 
Predictor Variables Factor Loadings 
Factor 1 = "Personal Development" 
Q 17 g: Networking opportunities 
Q l 7f: Support from leaders/mentors 
Ql 7c: New friendships 
Ql7a: Positive recognition 
Ql4e: Speaking engagements 
Ql4f: Task forces or group policy participation 
Q 14i: Leadership oppo1iunities 
Ql4j: New knowledge/insight/understandings 
Q 14d: Professional development 
Ql4h: Enhanced ability to bring in grant money 
Q 14g: Consulting work 
Factor 2 = "Internal Conflict" 
Q15a: Conflict w/other CBPH members over goals 
Ql5c: Conflict w/other CBPH members politically 
Ql5d: Conflict w/other CBPH members philosophically 
Q15b: Conflict w/other CBPH members over resources 
Ql5e: Conflict w/other CBPH members (personality) 
Ql 7b: Negative collaborative experiences 
Q20e: CBl?H members tend to agree on how to do things 
Q20g: Recommend CBPH consortium to other people 
Factor 3 = "Goal Attainment Activities" 
Ql8h: Addressing health policy 
Ql8g: Building the conso1tium 
Ql8i: Building up CBPH knowledge, i.e., research 
Q 18d: Assessing community capacity 
Ql8j: Preparing new CBPH generation 
Q 18k: Building trust/cohesion in the CBPH 
Ql8a: Building community capacity to organize 
Q 18e: Recruiting people of color 
Q 18c: Strengthening health department programs 
QI8b: Delivering health services to underserved 
Q 18f: Provided oppo1tunities for youths 
0.7424 
0.6964 
0.6477 
0.5687 
0.4988 
0.4935 
0.4715 
0.4681 
0.4261 
0.3665 
0.3295 
0.8132 
0.7857 
0.7787 
0.6882 
0.6785 
0.5020 
-0.4317 
-0.3940 
0.7172 
0.6802 
0.6693 
0.6308 
0.6140 
0.5794 
0.5289 
0.4964 
0.4851 
0.3712 
0.3132 
Reliability 
a= 0.8369 
a = 0.8735 
a = 0.8612 
p. 18 
Table 1 (continued) 
Reliability of Eight Predictor Variables and Factor Loadings for Related Items 
Predictor Variables Factor Loadings 
Factor 4 = "Employment Support" 
Q 11: % Salary paid by CBPH grant 
Q14a: New means of employment 
Q13: Financial support as involvement factor 
Ql0a: Full- or part-time paid salary 
Q14c: Higher pay 
Q 14b: Job promotion 
Factor 5 = ''Mid-Project Assessment" 
Q20b: CBPH partners tend to work in parallel 
Q20c: Consortium not clear on goals 
Q20h: Consortium needs recasting/restructuring 
Q20d: Conso1tium headed in the right direction 
Q20a: Other CBPH partners provided support 
Q20f: Consortium is correct CBPH model 
Factor 6 = "Material Support" 
Q lOe: New/improved work space/facilities 
Q 10c: Equipment, computers, office supplies 
QlOf: Release time from other obligations 
Q 10b: Per diem payment or stipend 
Q 10d: Additional suppott staff 
Factor 7 = "External Conflict" 
Ql6a: Conflict w/ non-CBPH staff, faculty, people 
Q 16b: Conflict w/ boss, chairpersons, superiors 
Q 16d: Conflict w/ non-CBPH groups/organizations . 
Ql6c: Conflict w/ family due to CBPH involvement 
Factor 8 = "Exclusion" 
. Q l 7e: Exclusion from policy arenas due to participation 
Q 17 d: Isolation due to personal conflict w/ CBPH goals 
-0.8726 
0.7521 
0.7107 
0.6064 
0.5918 
0.4843 
-0.6692 
-0.5548 
-0.5422 
0.5201 
0.4244 
0.3854 
0.7462 
0.6113 
0.5344 
0.5309 
0.4501 
0.6248 
0.5613 
0.5223 
0.4538 
0.5074 
0.4864 
Reliability 
a = 0.7609 
a = 0.7900 
a = 0.7666 
a = 0.7233 
a = 0.7544 
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Table 2 
Reliability of the Outcome Variable and Factor Loadings of Related Items 
Factor= "Participation 11 a = 0.7107 
Q3: Work time on CBPH per week 
Q5: Percent worktime on CBPH in past 3 months 
Q6: Percent worktime on CBPH in past year 
Q8: CBPH time demand 
Q4: Average CBPH meetings per month 
Factor Loadings 
0.9315 
0.9030 
0.9017 
-0.6609 
0.6058 
Table 3 
Cluster Analysis Groupings 
Dendrogram using Average Linkage (Between Groups)** 
Rescaled Distance Cluster Combine 
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** The earlier the consortia cluster, the more similar are the consortia. 
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Table 4 
Hierarchical Multiple Linear Regression Summary Table 
For Overall Cost/Benefit Assessments 
Predictors ~ R(Pairwise) Mult-R R-Sq 
Personal Development +0.34 +0.40 0.40 0.16 
Internal Conflict -0.36 -0.38 0.54 0.29 
Mid-Project Assessment +0.35 +0.36 0.62 0.39 
Exclusion -0.19 -0.18 0.65 0.42 
Goal Attainment Activities +0.17 +0.21 0.67 0.45 
External Conflict -0.14 -0.17 0.69 0.47 
Employment Support +0.12 +0.15 0.70 0.49 
High Morale Group +0.11 -0.13 0.71 0.50 
(N = 214; F = 24.09; df = 8, 195; p < 0.001) 
p.21 
R-Sqi\ 
0.16 
0.13 
0.10 
0.03 
0.03 
0.02 
0.02 
0.01 
p.22 
Table 5 
Hierarchical Multiple Linear Regression Summary Table For Participation 
Predictors B R(Pairwise) Mult-R R-Sq R-Sq~ 
Employment Support +0.65 +0.66 0.66 0.44 0.44 
Personal Development +0.32 +0.34 0.73 0.54 0.10 
Material Support +0.22 +0.26 0.77 0.59 0.05 
Internal Conflict +0.21 +0.16 0.79 0.62 0.04 
High Morale Group -0.10 -0.08 0.80 0.63 0.01 
(N=191; F = 63.65; df = 5, 185; p < 0.001) 
Table 6 
Hierarchical Multiple Linear Regression Summary Table 
For Overall Cost/Benefit Assessment, by Sector , 
Predictors 
Community 
Internal Conflict -0.47 
Mid-Project Assessment +0.24 
Goal Attainment Activities +0.30 
Exclusion -0.22 
(N = 73; F = 14.53; 
Public Health Practice 
Personal Development +0.53 
Goal Attainment Activities +0.37 
(N = 45; F = 16.14; 
Academe 
Personal Development +0.50 
Mid-Project Assessment +0.49 
Internal Conflict -0.38 
Employment Support +0.31 
High Morale Group +0.31 
(N = 80; F = 23.97; 
R(Pairwise) Mult-R 
-0.52 
+0.30 
+0.33 
-0.22 
df = 4, 68; 
+0.55 
+0.39 
df = 2, 42; 
+0.50 
+0.45 
-0.34 
+0.16 
-0.09 
df = 5, 74; 
0.52 
0.59 
0.64 
0.68 
p < 0.001) 
0.55 
0.66 
p < 0.001) 
0.50 
0.64 
0.69 
0.74 
0.79 
p < 0.001) 
R-Sq 
0.27 
0.35 
0.41 
0.46 
0.30 
0.43 
0.25 
0.41 
0.47 
0.55 
0.62 
p.23 
R-Sq~ 
0.27 
0.08 
0.07 
0.05 
0.30 
0.14 
0.25 
0.16 
0.06 
0.08 
0.06 
Table 7 
Hierarchical Multiple Linear Regression Summary Table 
For Participation, by Sector 
Predictors 
Community 
Employment Support +0.71 
Internal Conflict +0.36 
Material Support +0.25 
Personal Development +0.26 
External Conflict -0.16 
High Morale Group -0.19 
(N = 67; F = 25.59; 
Public Health Practice 
Employment Support +0.65 
Material Support +0.31 
Mid-Project Assessment +0.19 
Personal Development +0.30 
Exclusion +0.20 
(N = 43; F = 20.24; 
Academe 
Employment Support 
Personal Development 
+0.60 
+0.47 
(N = 75; F = 31.51; 
R(Pairwise) Mult-R 
+0.68 
+0.17 
+0.24 
+0.26 
-0.25 
-0.01 
df = 6, 60; 
+0.72 
+0.34 
+0.24 
+0.32 
+0.10 
df = 5, 37; 
+0.50 
+0.34 
df = 2, 72; 
0.68 
0.73 
0.77 
0.81 
0.83 
0.85 
p < 0.001) 
0.72 
0.77 
0.81 
0.84 
0.86 
p < 0.001) 
0.50 
0.68 
p < 0.001) 
R-Sq 
0.47 
0.54 
0.59 
0.66 
0.69 
0.72 
0.52 
0.60 
0.65 
0.70 
0.73 
0.25 
0.47 
p.24 
R-Sq~ . 
0.47 
0.07 
0.06 
0.06 
0.03 
0.03 
0.52 
0.08 
0.06 
0.05 
0.03 
0.25 
0.21 
p.25 
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